RI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

FILEDVS JUL 2 9 1959[8. 7

DED

DOCUMENT

BY AFFIDAVIT OF

Registration District No.

Primary Registration District No. ,-30.?;0.-_&591:".#1 No. -_l_e.i______-

59-025884

STATE FILE NUMBER

rid

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceasad lived. If institution: Residence giefore
s, COUNTY Livingston a. STATE Missourf COUNTY Livingstonad sion)
b. Cé'l;( (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b [S COI'LY Inside Limits
OwN Chillicothe few mins. TowN Ghillicothe Yes O No B}
FULL NAME OF (If NOT in h 1, give | Inside Limi d. STREET If ide, give locati Resid F
c. OSP{T»‘}II. A~ { OT in hospital, give location) Yrm L] :Im ADDREESS RFD . #zé cutside, give location) elnéon arm
WSTIWTON Chillicothe Hospital |™R ™13 Mi, W, of City Limitsg ™8 ™0
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) D?:TH
PRICE GQULD STOCKTON July 18 1959
5. SEX 6. COLOR OR RACE 7. Morried [X] Never Married [ |8. DATE OF BIRTH | 9 AGE (last birthday} | IF UNDER | YEAR IF UNDER 24 HR
Male White wiwed D OveedD 4y 771849 69 i T Ml
10a, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY
during, most of working life, even if retired}
Retire Santa Fe RH.R. Ashland, Kansas 1,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF NUSBAND OR WIFE
ssie_ Goul Opal Graham
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address
(Yo no, ar unknown)| (If ves, gi r or dates of service)
Y% | e NONE Mrs. Opal Stockton R4

ART 1. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE ()

8. CAUSE OFPDEATH (Enter only ona cause per line for {a}, (b}, and {¢}.

11 . o
©

T

[N

um‘am—wﬁa‘z .
ONSET A DEATH

Conditions, if any, DUE TO (b)
which gave rise to
above cause (a),
stating the under-
lying couse last, DUE TO (<}

PART IL.

R

OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net related 1o the terminal
disesse condition given in PART | (#)

PART

1L 1f

deceased was
there a pregnancy in last 90 days,

fermale  was

[ova |

O Ne

O Unknown

9. WAS AUTOPSY
PERFORMED?
YES NOY

e

20a. ACCIDENT  SU|CIDE  HOMICIDE
O o

thﬁSCRIBE ﬁw INJURY OCCURRED.

20¢. TIME OF ¥ Hou Month, Day, Yeor |

£ g g s

MEDICAL CERTIFICATION

in BART | or PART Il of item 18.)

20d. INJURY QCCURRED
WHILE AT WORK [
NOT WHILE AT wom(}&

V'20e. PLACE OF INJURY (e.g-,
farm, factory, street, office bldg., etc.)

in or about home, 25

CITY, TOWN, OR /CAIK)N

[ficat

21. 1 attended the deceased fro
»

Death occurred at.

on the date stated sbove, and fo the best »f my

him

I STATE

23b. DATE

7/20/59

(Degree or title}

N

Mo

Urnss

23c. NA’dg OF CEMETERY OR €REMATORY

Edgewood Cemetery

24. FUMERAL DIRECTOR ADDRESS

NORiiax FUNEral HOsE fRillicothe,

25. DATE RECD. BY LOCAL REG.

72/41/5°F

23d. LOCATION (Ci, town, or count

C

26. REGISTRAR'S SIGNATURE

fMdoM

(5!:1»] 7

[ d
{Licensed Embalmer’s Statement on Reverse Side}




G871 6 2 Inr

SEP 9

STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whase name is recorded on the reverse side of this certificate was embalmed by

or by Student Embalmer No.

working under my personal supervision.

Student.

Signature of Student Embalmer

o ) : , Licensed Embalmer No. 5( ) 35
<P, O. Address Chllllcothe 3

A IV |

I g 1

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to co
with the above constitutes grounds for revocalion of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

_If this body is not embalmed, fact should be so stated above.




